Draft Menopause Pathway (Primary and Secondary Care)

	Patient Presents with:
	
	Patient Info

	· Change in menstrual cycle
	· Joint and muscle pain
	· Vaginal dryness
	
	Give information and advice about:
· Stages of menopause
· Symptoms and diagnosis
· Benefits vs risks of treatments
· Long-term health implications
of menopause

	· Hot flushes, night sweats
	- Low mood
	- Low sexual desire
	
	

	- Change in sleep pattern
	- General tiredness
	- Some mental health symptoms inc brain fog
	
	

	
	
	PIL  -  What is Menopause?

	History
	
	PIL  -  HRT: Benefits and risks

	· Determine last menstrual period and current bleeding pattern
	
	PIL  -  HRT

	· Assess risk factors for breast cancer, osteoporosis, VTE and heart disease, or family
	
	PIL  -  Contraception for the older 

	history of VTE, arterial disease or gynaecological cancers, if concerned refer to Gynae
	
	woman

	· Determine treatment priorities for patient
	
	

	· Assess contraception need (and fertility intentions)
	
	

	· Determine lifestyle factors – diet, exercise, alcohol intake and smoking
	
	

	· Cancer screening status
	
	

	· Relevant medical, social and drug history
	
	

	
	
	

	Examination and Investigation
	
	 Red Flag

	Women under 40
	FSH should be measured to diagnose Primary Ovarian
	
	If woman aged >45 presents 
with unexplained/abnormal
vaginal bleeding consider 
urgent 2WW referral
See Appendix 1

	
	Insufficiency (POI) where suspected and if confirmed, consider
	
	

	
	bone density scan.  Combined Hormonal Contraception (CHC)
	
	

	
	needs to be discontinued 6 weeks before the FSH test.  
	
	

	
	Progesterone Only Pill (POP) is ok to take alongside FSH test.
	
	

	
	Diagnosis is ideally made on two samples 4-6 weeks apart 
	
	

	
	FSH>30iu/l)
	
	

	Women 40-45
	FSH test to diagnose menopause only in women with 
	
	

	
	Menopausal symptoms (e.g. vasomotor) + change in menstrual
	
	

	
	cycle
	
	

	Women over 45
	FSH is not necessary for diagnosis of menopause as this can be
	
	

	
	based on symptoms alone.  FSH test can be carried out if the 
	
	

	
	clinical picture is atypical
	
	

	
	
	

	Management
	
	

	Provide lifestyle advice to ALL
women to manage symptoms:
Dietary: Losing weight (if applicable), include calcium and vitamin D, avoid excessive alcohol consumption
Activity: Regular physical exercise (avoid late in day if difficulty sleeping)
Sleep:	Improved sleep hygeine, wearing lighter clothing, sleeping in cooler room
Stress: Stress management, smoking cessation, relaxation exercises

For further info on lifestyle
advice, please see here:      PIL

Low dose vaginal oestrogens e.g.
1. Ovestin (0.1% estriol vaginal cream)
2. Imvaggis (30mcg Estriol vaginal pessary)
3. Blissel (50mcg Estriol vaginal gel)
4. Vagifem (10mcg vaginal tablet)
5. Estring (7.5mcg Estradiol vaginal ring)

Explain to  women that symptoms come
back when treatment is stopped

Yes
Urogenital
symptoms only?
Decision to
start HRT



No

	

Consider Hormonal, Non-hormonal or 
Non-pharmaceutical options
Menopause and HRT Guidance




RED FLAG


Choose:
Oestrogen only
Consider risks of HRT


Without
uterus



HORMONAL
(HRT)
(See risks and benefits on next page)



Symptoms persist / irregular bleeding at 6 months
Consider increasing dose, if other lifestyle factors have been checked e.g. stopping smoking
Symptoms persist at 3 months
Choose: Sequential combined
Perimenopause





With
uterus

When patient considered Post-Menopausal for >1 year switch to combined

Consider
ADVICE & GUIDANCE
Available on
e-RS



>54 years and/or 1 year since last bleed

Choose: Low dose continuous combined



CBT
NON-
PHARMACEUTICAL

If appropriate, consider referral to Gynae
Referrals will be triaged to specialist consultant as appropriate

Complimentary therapies
To be bought OTC if required. Quality, purity and constituents of products may be unknown




	



	Contraception
	
	Clonidine Information

	Contraception should be continued for:
	
	Clonidine is licensed for treatment 

	· >1 year after last period (if period stops after age of 50)
	
	of vasomotor symptoms.

	· 2 years after last period (if period stops before age of 50)
	
	However, there is limited evidence

	· if amenorrhoeic due to contraceptive method, please see PIL for advice on when to 
	
	of its efficacy, and it may cause 

	stop.  Generally, all women can stop contraception at age 55
	
	unacceptable adverse effects (for

	For further information on contraception in older women please refer to:  Contraception for the older woman and FSRH for women over 40
	
	example dry mouth, sedation,

	
	
	depression and fluid retention)

	Benefits of HRT
	
	

	· Control of menopausal symptoms
	
	

	· Maintenance of bone mineral density (BMD) and reduced risk of osteoporotic 
	
	

	fractures.  Benefit reduced once treatment stops
	
	

	
	
	

	Risks of HRT
	
	HRT and Breast Cancer

	
	Women who take HRT for more than 5 years have a higher risk of Breast
	
	
	· All types of systemic HRT are

	
	Cancer.  For more information please click here
	
	
	associated with a significant

	· Venous thromboembolism – greatest risk in first 12 months
	
	excess incidence of breast 

	· Cardiovascular disease (CVD) and stroke – no increase when HRT started <60 years
	
	cancer, irrespective of the type

	old
	
	of oestrogen or progestogen or

	· Breast cancer – any increase in risk is related to treatment direction and reduces after 
	
	route  (oral or transdermal)

	stopping HRT
	
	· There is little or no increase in

	· Endometrial cancer – risk if oestrogen only given when uterus present – reduced by
	
	risk of breast cancer with current

	addition of progestogen.  Continuous provides better long-term protection than 
	
	or previous use of HRT for less

	cyclical 
	
	than 1 year; however, there is an

	· Osteoporosis – risk of fracture is decreased whilst taking HRT – benefit only 
	
	increased risk with HRT use for

	maintained during treatment
	
	than 1 year

	
	
	· Risk of breast cancer increases

	Review
	
	further with longer durations of

	Review at 3 months, then annually thereafter (unless clinically indicated)
	
	HRT use

	
	
	· Risk of breast cancer is higher

	Review to cover:
	
	for combined oestrogen/ 

	Effectiveness and side effects
	
	progestogen HRT than oestrogen 

	Bleeding pattern (bleeding common in first 3 months of starting HRT)
	
	only HRT

	Review type and dose
	
	· For women who use HRT for

	Help assess ongoing risk/benefit  Balance
	
	similar durations, the total 

	BP
	
	number of HRT-related breast

	BMI
	
	cancers by age 69 years is

	Reminder of national screening programmes (bowel, breast and cervical)
	
	similar whether HRT is started

	
	
	in her 40’s or her 50’s

	If appropriate, consider switching from cyclical HRT to continuous combined HRT
	
	· The study found no evidence of 

	
	
	an effect on breast cancer risk

	Stopping HRT
	
	with use of low doses of 

	· Can be gradually reduced of immediately stopped
	
	oestrogen applied directly

	· Gradually reducing may limit recurrence of symptoms in the short term but no
	
	via the vagina to treat local

	difference long term
	
	symptoms

	· There is no arbitrary age limit where a patient must stop their HRT, a risk/benefit
	
	

	discussions should be had instead
	
	

	
	
	

	Specialist referral
	
	Advice and Guidance

	Consider referral to Gynaecology if:
	
	Utilise Advice and Guidance if

	· Suspected premature menopause
	
	symptoms are not settling with the

	· Any signs or symptoms requiring urgent/2WW endometrial assessment 
	
	regimes detailed above.  A&G

	· Persistent side effects
	
	referrals to include:

	· Poor symptom control
	
	-  Thorough history and 

	· Complex co-morbidities and risks e.g. VTW, CVD, migraines with aura
	
	examination findings

	· Past complex history, including hormone dependent cancer
	
	-  History of medical conditions

	· Bleeding problems:
	
	-  DVT/PE and treatments to date

	· Sequential HRT – if increase in heaviness or duration of bleeding, or if
	
	-  Surgical history of total/subtotal

	bleeding irregular
	
	hysterectomy or endometrial

	· Continuous combined – if bleeding beyond 6 months of therapy, or if occurs
	
	ablation 

	after a spell of amenorrhoea
	
	-  Personal/family history of 

	
	
	cancers relating to breast, 

		SCP Testosterone HRT in women 

	LINK to shared care protocol



	
	ovary, uterus and bowel
-  Contraceptive history
-  Smear history
- BMI, blood pressure and                                                                            smoking status

	
	
	



Authors: Ms R Gosakan, Dr S Pearson – TRFT, Dr S Holden - SYICB		Publication date: Jan 2024
Review date: Jan 2027
	HRT1  PRODUCT OVERVIEW

	Type
	
	Formulation
	Brand
	Oestrogen content
	Progestogen content
	Comments

	Cyclical/ sequential combined (intact uterus)
	1st line
	Patches
	Evorel Sequi
	Estradiol 50
micrograms
	Norethisterone
170micrograms
	Peri- and post-menopausal women; monthly bleed,
double Rx charge

	
	
	Patches
	FemSeven Sequi
	Estradiol 50
micrograms
	Levonorgestrel
10micrograms
	

	
	2nd line
	Tablets
	Femoston
	Estradiol 1mg, 2mg
	Dydrogesterone 10mg
	Postmenopausal women at least 6 months since
last period; monthly bleed, double Rx charge

	
	3rd line
	Tablets
	Elleste Duet
	Estradiol 1mg, 2mg
	Norethisterone 1mg
	Peri- and post-menopausal women; monthly bleed,
double Rx charge

	
	
	Tablets
	Clinorette
	Estradiol 2mg, 2mg
	Norethisterone 1mg
	

	
	
	Tablets
	Cyclo-progynova
	Estradiol val. 2mg
	Norgestrel 500microgram
	

	
	
	Tablets
	Tridestra
	Estradiol val. 2mg
	Medroxyprogesterone 20mg
	Peri- and post-menopausal women; quarterly
bleed, double Rx charge

	
	
	Tablets
	Trisequens
	Estradiol 2mg, 2mg,
1mg
	Norethisterone 1mg
	Postmenopausal women at least 6 months since
last period, monthly bleed, double Rx charge

	
	
	Tablets
	Novofem
	Estradiol 1mg
	Norethisterone 1mg
	

	Continuous combined (intact uterus)
	1st line
	Patches
	Evorel Conti
	Estradiol 50microgram
	Norethisterone 170microgram
	Post-menopausal women at least 18 months since last period; no bleed

	
	
	Patches
	FemSeven Conti
	Estradiol 50microgram
	Levonorgestrel 7micrograms
	Post-menopausal women at least one year since last period; no bleed

	
	2nd line
	Tablets
	Femoston Conti
	Estradiol
500microgram, 1mg
	Dydrogesterone 2.5mg, 5mg
	Post-menopausal women at least one year since
last period; no bleed

	
	3rd line
	Tablets
	Elleste Duet Conti
	Estradiol 2mg
	Norethisterone 1mg
	

	
	
	Tablets
	Kliofem
	Estradiol 2mg
	Norethisterone 1mg
	

	
	
	Tablets
	Kliovance
	Estradiol 1mg
	Norethisterone
500microgram
	

	
	4th line
	Tablets
	Indivina
	Estradiol val. 1mg,
2mg
	Medroxyprogesterone
2.5mg, 5mg
	Post-menopausal women at least three years since
last period; no bleed

	
	
	Tablets
	Premique Low Dose
	Conj. oestr
300micrograms
	Medroxyprogesterone 1.5mg
	Post-menopausal women at least one year since
last period; no bleed







	Unopposed oestrogen
(if uterus is intact an adjunctive progestogen must be used)
	1st line
	Patches
	Evorel
	Estradiol 25, 50, 75, 100microgram
	
	Peri- and post-menopausal women

	
	
	Patches
	Estradot
	Estradiol 25, 37.5, 50,
75, 100microgram
	
	Post-menopausal women at least one year since
last period. Smallest patches.

	
	
	Patches
	Estraderm MX
	Estradiol 25, 50, 75,
100microgram
	
	Post-menopausal women at least one year since
last period

	
	
	Patches
	Progynova TS
	Estradiol 50,
100microgram
	
	Postmenopausal women more than one year
postmenopause

	
	
	Gel
	Oestrogel
	Estradiol 0.06%
	
	Post-menopausal women at least one year since
last period

	
	
	Gel
	Sandrena
	Estradiol
500microgram, 1mg
	
	

	
	
	Transdermal
spray
	Lenzetto
	Estradiol 1.53mg per
metered dose
	
	Post-menopausal women at least 6 months after
last menses or surgical menopause

	
	2nd line
	Tablets
	Elleste Solo
	Estradiol 1mg, 2mg
	
	Peri- and post-menopausal women

	
	
	Tablets
	Zumenon
	Estradiol 1mg, 2mg
	
	Postmenopausal women at least 6 months since
last period

	
	
	Tablets
	Bedol
	Estradiol 2mg
	
	Peri- and post-menopausal women

	
	
	Tablets
	Progynova
	Estradiol val. 1mg,
2mg
	
	

	
	
	Tablets
	Premarin
	Conj. oestr
300microgram, 625microgram,
1.25mg
	
	Post-menopausal women at least one year since
last period

	Adjunctive progestogen
	1st line
	IUS
	Mirena
	
	Levonorgestrel 20mcg/24hrs
	Protection from endometrial hyperplasia during oestrogen replacement therapy. Should be removed after 4 years as per license for HRT, may remain in situ for 5 years (license for
contraception)

	
	
	Oral capsules
	Utrogestan
	
	Progesterone 100mg, 200mg
	For adjunctive use with oestrogen in post- menopausal women with an intact uterus,
continuous regimen is unlicensed (but with good evidence base)

	
	2nd line
	Tablets
	Provera or Climanor
	
	Medroxyprogesterone 5mg,
10mg
	For adjunctive use with oestrogen in peri- and
post-menopausal women

	Local/ vaginal oestrogen
	1st line
	Vaginal cream
	Ovestin
	Estriol 0.1%
	
	Atrophic vaginitis; cost effective estriol vaginal cream (CCG preferred brand)

	
	2nd line
	Vaginal tabs
	Vagifem
	Estradiol 10micrograms
pessaries
	
	Treatment of vaginal atrophy due to oestrogen deficiency in postmenopausal women

	
	3rd line
	Vaginal tabs
	Vagirux
	Estradiol 10micrograms
pessaries
	
	

	
	
	Vaginal tabs
	Imvaggis
	Estriol 30microgram
pessaries
	
	Local treatment of vaginal symptoms of oestrogen
deficiency in postmenopausal women

	
	
	Vaginal ring
	Estring
	Estradiol 7.5micrograms
	
	One ring inserted and worn continuously for 3 months. Replace with new ring at 3-month
intervals. Max continuous treatment period 2 years

	
	
	Vaginal gel
	Blissel
	Estriol
50micrograms/g
	
	Local treatment of vaginal dryness in
postmenopausal women with vaginal atrophy

	
	
	Vaginal cream
	Generic preparation
	Estriol 0.01%
	
	Atrophic vaginitis and kraurosis in post- menopausal women. Pruritus vulvae and dyspareunia associated with atrophic vaginal epithelium, less cost effective option of vaginal
estriol cream

















	FOLLOW UP/ REVIEW

	Commenced on HRT1
	3 months after initiation

	Established on HRT1
	at least annually or ASAP15 if vaginal bleeding occurs in patients with uterus

	· At each review check blood pressure, height, weight and BMI16
· At each review discuss risk vs benefits and consider lowering dose or discontinuation
· Reassess and document regularly, as risk of adverse effects changes over time

	In women with premature menopause systemic HRT1 is recommended (if not contra indicated) until the average age of menopause (51 years) to prevent early onset of osteoporosis, CVD14, Alzheimer’s disease,
Parkinson Disease and cognitive decline.

	

	VAGINAL BLEEDING PROBLEMS

	In women with uterus unscheduled vaginal bleeding is a common side effect of HRT1 within the first 3 months of treatment and the clinical management is dependent on the type of HRT1

	Patient on CYCLICAL HRT1 - consider causes i.e. compliance, interactions, malabsorption, pathology

	Heavy/ prolonged withdrawal bleeding
	Increase/change progestogen OR reduce oestrogen

	Early bleeding in progestogen phase
	Increase/change progestogen

	Painful bleeding
	Change type of progestogen

	Spotting before withdrawal period
	Increase oestrogen dose

	Irregular bleeding
	Change HRT1 regime OR increase progestogen

	Persistent heavy/ prolonged/ breakthrough or painful bleeding
	Refer to gynaecology for investigation

	CONTINUOUS COMBINED HRT1

	Spotting/ recurrent bleeding
	Increase/change progestogen, convert to cyclical if other options fail

	Heavy or continuing after 6 months of
start/ change of HRT1
	Refer to gynaecology for investigation

	New bleeding after 12 months of amenorrhea
	Refer to gynaecology for investigation



	HRT1  SIDE EFFECTS

	OESTROGENIC
	PROGESTOGENIC

	Nausea/ heartburn
	Wait – s/e17 generally settle within 3 months

If not, or severe, lower dose or change the route
	PMS18 type symptoms
	Change progestogen type/ route/ regimen (i.e. to continuous combined HRT1)

	Breast tenderness
	
	Mood changes
	

	Nipple sensitivity
	
	Acne/ greasy skin
	

	Bloating
	
	Breast tenderness
	

	Headaches
	
	Bloating
	

	Leg cramps
	
	Headaches
	




	STOPPING HRT1

	Duration of HRT1 need to be individualised – there is no max duration of therapy

	· Could be gradually reduced to limit recurrence of symptoms in short term OR
· Could be immediately stopped but symptoms may recur short term only

	No difference to symptom control long term








RISKS ASSOCIATED WITH HRT1 USE


Summary of HRT risks during current use and current use plus post-treatment from age of menopause up to age 69 years, per 1000 women with 5 years or 10 years use of HRT
	
	Risks over 5 years use
(with no use or 5 years
current HRT use)
	Total risks up to age 69
(after no use or after 5 years
HRT use†)
	Risks over 10 years
(with no use or 10 years
current HRT use)
	Total risks up to age 69
(after no use or after 10
years HRT use†)

	
	Cases per 1000
women with
no HRT use
	Extra cases per 1000 women
using HRT
	Cases per 1000
women with
no HRT use
	Extra cases per 1000 women
using HRT
	Cases per 1000
women with
no HRT use
	Extra cases per 1000 women
using HRT
	Cases per 1000
women with
no HRT use
	Extra cases per 1000 women
using HRT

	Risks associated with combined oestrogen-progestogen HRT

	Breast
cancer
	13
	+8
	63
	+17
	27
	+20
	63
	+34

	Sequential HRT
	13
	+7
	63
	+14
	27
	+17
	63
	+29

	Continuous combined
HRT
	13
	+10
	63
	+20
	27
	+25
	63
	+40

	Endometrial
cancer
	2
	-
	10
	-
	4
	-
	10
	-

	Ovarian
cancer
	2
	+ <1
	10
	+ <1
	4
	+1
	10
	+1

	Venous thromboem bolism
(VTE)§
	5
	+7
	26
	+7
	8
	+13
	26
	+13

	Stroke
	4
	+1
	26
	+1
	8
	+2
	26
	+2

	Coronary heart disease
(CHD)
	14
	-
	88
	-
	28
	-
	88
	-

	Fracture of
femur
	1.5
	-
	12
	-
	1
	-
	12
	-

	Risks associated with oestrogen-only HRT

	Breast
cancer
	13
	+3
	63
	+5
	27
	+7
	63
	+11

	Endometrial
cancer
	2
	+4
	10
	+4
	4
	+32
	10
	+32

	Ovarian
cancer
	2
	+ <1
	10
	+ <1
	4
	+1
	10
	+1

	Venous thromboem
bolism (VTE)
	5
	+2
	26
	+2
	10
	+3
	26
	+3

	Stroke
	4
	+1
	26
	+1
	8
	+2
	26
	+2

	Coronary heart disease
(CHD)
	14
	-
	88
	-
	28
	-
	88
	-

	Fracture of femur
	0.5
	-
	12
	-
	1
	-
	12
	-

















RISK OF BREAST CANCER – KEY POINTS:

· The increased risk is linked to systemic HRT (all types), but not vaginal oestrogen to treat local symptoms
· The risk is higher for combined oestrogen-progestogen HRT than oestrogen-only HRT
· The risk is higher with continuous HRT (daily progestogen) than with sequential HRT
· The risk is increased during use of HRT, reduces after stopping but remains increased for >10 years after stopping HRT compared with women who have never used HRT
· Risk increases further with duration of HRT use
· No/little increased risk with use of HRT for less than 1 year (including past users)
· The risk is unaffected by the type of oestrogen or progestogen, or the route of administration (oral or transdermal)
RISK OF ENDOMETRIAL CANCER – KEY POINTS:

· The increased risk is linked to oestrogen-only HRT and increases with longer duration
· No increased risk with combined HRT
RISK OF OVARIAN CANCER – KEY POINTS:

· Evidence suggesting there may be increased risk with all systemic HRT which falls after cessation
· Not discussed by NICE
RISK OF CARDIOVASCULAR DISEASE – KEY POINTS:

· If HRT initiated under the age of 60 there is no increased risk of CVD
· HRT is not contra-indicated in pre-existing CVD risk factors if they are optimally managed
· The risk of stroke with oral (but not transdermal) oestrogen is slightly increased but is very low in all women under the age of 60
RISK OF VENOUS THROMBOEMBOLISM – KEY POINTS:

· Transdermal HRT preparations are 1st choice option – same risk as baseline population
· The increased risk is associated with oral HRT (combined and oestrogen-only), particularly in the first year of use but not observed with transdermal preparations
· The risk is higher with combined oestrogen-progestogen HRT than with oestrogen-only preparations
· Risk increases further with longer duration of HRT use
· Risk increases further with dose of oestrogen
· Conjugated equine oestrogen has higher risk of VTE than estradiol
· The highest risk is with conjugated equine oestrogen and medroxyprogesterone acetate combination (i.e. Premique)
· Oral estradiol with dydrogesterone is not associated with increased risk (i.e Femoston)
· The risk returns to baseline (no history of HRT use) on cessation
RISK OF DIABETES – KEY POINTS:

· HRT (oral and transdermal) is not linked with increased risk of developing type 2 diabetes
· Blood glucose control should not be adversely affected in women with type 2 diabetes using HRT

GLOSSARY OF ABBREVIATIONS:

1. HRT – hormone replacement therapy
2. COCP – combined oral contraceptive pill
3. FSH - follicle-stimulating hormone
4. SSRI – selective serotonin reuptake inhibitor
5. SNRI – serotonin–norepinephrine reuptake inhibitor
6. CBT - cognitive behavioural therapy
7. C/I – contra-indication
8. VTE - venous thromboembolism
9. LFT – liver function test
10. IUS – intra uterine system i.e. hormone releasing coil
11. ON – at night
12. OD – daily
13. POP - progestogen-only pill
14. CVD - cardiovascular disease
15. ASAP – as soon as possible
16. BMI - body mass index
17. s/e – side effects
18. PMS - premenstrual syndrome























Appendix 1:

Guidance for patients on HRT under 60 with unscheduled/postmenopausal bleeding
Patients on systemic hormone replacement therapy who are under 60 years of age have a very low risk of developing an endometrial cancer (local data since 2019 0.5%)
Unscheduled bleeding on HRT, especially during the first 6 months of taking any preparation is extremely common. 
This document provides advice and guidance on managing patients taking systemic HRT who present with unscheduled bleeding. It relates to patients who have a uterus. 
Before starting HRT
· As well as discussing the benefits of the treatment, it is important to also explain common side effects including unscheduled bleeding especially in the first 6 months of starting the medication.

· Do not start any patient on systemic HRT who has abnormal bleeding, this should be investigated before the therapy is commenced. 

Following the NICE guidance on Heavy Menstrual Bleeding 2018 for any patient who has not yet finished menstruating (ie had a period within the last 12 months) https://www.nice.org.uk/guidance/ng88/resources/heavy-menstrual-bleeding-assessment-and-management-pdf-1837701412549 

Refer any patient with unexplained vaginal bleeding who has not had a period for > 12 months on a Suspected Cancer Pathway

· Ensure patient is up to date with their cervical screening.

· Explain the importance of the progesterone component of HRT, to protect the endometrium and reduce the risk of endometrial cancer.

· Explain the importance of good diabetic control and maintaining a healthy weight to reduce risk of endometrial cancer. Offer referral onto local community weight management support programmes. 

For patients on systemic HRT reporting unscheduled bleeding 
· See patient at the surgery for a clinical assessment including an examination of the cervix, vagina and vulva. Takes swabs; high vaginal/cervical if indicated. Only take a cervical screening sample if this is due. 

If on examination of the cervix, vagina or vulva there is a concern the appearance is suggestive of cancer refer patient on a Suspected Cancer pathway

· Check the patient is taking the HRT correctly ie they are taking the progesterone component. If the progesterone component is a Mirena IUS ensure this is up to date. FSRH guidance states this can be used for up to 5 years, however this should be determined on an individual basis depending on the patient’s risk factors, for example in a patient with a BMI of 40 or more, it may be appropriate to change the Mirena at 4 years rather than 5 years.

· If the examination findings are normal follow flow chart below


Unscheduled bleeding on systemic HRT 

Major Risk Factors for Endometrial Cancer
· BMI ≥ 40
· Use of unopposed oestrogen >6m 
· [bookmark: _Hlk198714950]12m or more norethisterone or medroxyprogesterone acetate for <10 days/month or micronized progesterone for <12 days/month as part of a sequential regimen. 
· Prolonged sHRT regimen >5yrs when started >45.
· Tricycling HRT (quarterly progesterone) >12 months. 
· Lynch/Cowden syndrome
Minor Risk Factors: 
· BMI 30 – 39
· Use of unopposed oestrogen >3m but <6m
· >6m but <12m using norethisterone or medroxyprogesterone acetate for <10 days/month or micronized progesterone for <12 days/month as part of a sequential regimen.
· Where the progesterone dose is not in proportion to the oestrogen dose for >12m (including expired 52mg LNG-IUD)
· Tricycling HRT (quarterly progesterone) >6m but <12m.
· Anovulatory cycles e.g. PCOS
· Diabetes


Unscheduled bleeding on HRT

1 – Assess cancer risk factors and bleeding pattern.
2 – Identify HRT regimen, duration, compliance.
3 – Offer examination (e.g eligible/due cervical screening).
4 – Offer investigations if indicated, e.g cervical screening/genital swabs.

1 major or >2 minor risk factors for endometrial cancer 

No
Yes




Any heavy / persistent bleeding, or
2 minor endometrial cancer risk factors, or
More than 6 months since starting HRT, or
More than 3 months after a change in dose or preparation




Yes

Urgent transvaginal USS (TVS) (within 6 weeks)



No



Optimise HRT (see Q&A)
Review after 6 months of starting HRT. 



Ultrasound
sHRT Endometrial thickness >7mm
ccHRT Endometrial thickness >4mm
Endometrium incompletely visualised


Bleeding improved but ongoing after 6m OR no improvement in intensity/frequency during 6m.

Bleeding  increasing/persistent 

	
Yes




Urgent Suspected Cancer Pathway (USCP) i.e.2WW for endometrial assessment.

Discuss all options including stop HRT vs non-hormonal alternatives
No



If the patient declines investigations: 
explore barriers, recommend weaning off HRT and offer non-hormonal alternatives. 


Patient decision stop HRT
Optimise HRT for 6m (See Q&A)


No


Yes

Please note: 
· If an Urgent Suspected Cancer (USCP) referral is recommended, and investigations are declined, recommend weaning off HRT and offer non-hormonal alternatives. 
· Offer follow-up at 4 weeks; recommend USC (2WW) referral if bleeding continues on stopping HRT. 
· If bleeding ceases and there is a preference to restart HRT, offer adjustments for three months before recommending a TVUS on an urgent pathway if bleeding is continuing after this interval. 
This is a group with higher risk of endometrial cancer.
Bleeding improved but ongoing after 6m or no improvement in intensity/frequency during 6m. 



Bleeding ongoing after 4 weeks off HRT




USCP (2WW) for endometrial assessment

Endometrial Assessment on USCP (2WW) referrral.



	In complex cases discuss with secondary care Menopause service via Advice and Guidance


